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 ﺁﮔﻬﯽ، ﺩﺭﻣﺎﻥ ﺶﻴﻤﻮﻣﺎ، ﭘﻴﺗ :ﻫﺎﻱ ﻛﻠﻴﺪﻱ ﺍﮊﻩﻭ
  و ﻫﺪف ﻪزﻣﻴﻨ
  :ﭼﻜﻴﺪﻩ
ﻮﻣﺎ ﻭ ـﻤﻴﺭﻭﺵ ﺩﺭﻣﺎﻥ ﺗ. ﺎﺳﺘﻦ ﺍﺳﺖﻳﮐﻨﻨﺪﻩ ﻣﺪ ﺮﻴﺩﺭﮔ ﻱﻫﺎ ﻦ ﻧﺌﻮﭘﻼﺳﻢﻳﺗﺮ ﻊﻳﻦ ﺗﻮﻣﻮﺭ ﺍﺯ ﺷﺎﻳﺍ ﻲﻭﻟ ،ﺴﺖﻴﻊ ﻧﻳﺷﺎ ﻱﻤﻮﻣﺎ ﺟﺰﺀ ﺗﻮﻣﻮﺭﻫﺎﻴﺍﮔﺮﭼﻪ ﺗ :ﻭ ﻫﺪﻑ ﻪﻴﻨﻣﺯ
  .ﺎﻡ ﺷﺪﻩ ﺍﺳﺖـﻨﻪ ﺍﻧﺠﻴﻦ ﺯﻣﻳﺩﺭ ﺍ ﻱﺮﺍﻥ ﻣﻄﺎﻟﻌﺎﺕ ﻣﺤﺪﻭﺩﻳﺩﺭ ﺍ. ﺗﻮﻣﻮﺭ ﻣﻮﺭﺩ ﺍﺧﺘﻼﻑ ﻧﻈﺮ ﺍﺳﺖﻦ ﻳﺍﻧﻮﺍﻉ ﻣﺨﺘﻠﻒ ﺍ ﻲﺁﮔﺎﻫ ﺶﻴﺞ ﺩﺭﻣﺎﻥ ﻭ ﭘﻳﻧﺘﺎ
ﺮ ﺑﺪﻭﻥ ـﺰﺍﻥ ﺑﻘﺎﺀ ﻋﻤﻴﺰ ﻣﻴﺷﺪ ﻭ ﻧ ﻲﻤﻮﻣﺎ ﺑﺮﺭﺳﻴﻤﺎﺭ ﻣﺒﺘﻼ ﺑﻪ ﺗﻴﺑ ۳۵ﮏ ﻳﻭ ﭘﺎﺗﻮﻟﻮﮊ ﻲﮑﻴﻨﻴﮏ ﻭ ﮐﻠﻴﻧﮕﺮ ﻣﺸﺨﺼﺎﺕ ﺩﻣﻮﮔﺮﺍﻓ ﻦ ﻣﻄﺎﻟﻌﻪ ﮔﺬﺷﺘﻪﻳﺭ ﺍﺩ: ﻫﺎ ﻣﻮﺍﺩ ﻭ ﺭﻭﺵ
. ﺮ ﺭﺳﻢ ﺷﺪﻳﮐﺎﭘﻼﻥ ﻣﺎ ﻲﻞ ﺑﻘﺎﺀ ﺑﺮﺍﺳﺎﺱ ﻣﻨﺤﻨﻴﺗﺤﻠ. ﺷﺪ ﻲﺎﺑﻳﺍﺭﺯ ﻱﺎﺭـﻤﻴﺸﺮﻓﺖ ﺑﻴﺩﺭ ﻣﺮﺍﺣﻞ ﻣﺨﺘﻠﻒ ﭘ  ])SFP( lavivruS eerF noissergorP[ﻱﻤﺎﺭﻴﻭﺟﻮﺩ ﺑ
ﻭﺟﻮﺩ  KNAR-GOLﻒ ﺷﺪﻩ ﺍﺳﺖ ﻭ ﺗﻮﺳﻂ ﺗﺴﺖ ﻳﺮـﺎ ﻣﺮﮒ ﺗﻌﻳ ﻱﻤﺎﺭﻴﻮﺩ ﺑـﺗﺎ ﺯﻣﺎﻥ ﻋ ﻱﻤﺎﺭﻴﺺ ﺑﻴﻦ ﺗﺸﺨﻴﺑ ﻲﻓﺎﺻﻠﻪ ﺯﻣﺎﻧ ﻱﺑﻪ ﻣﻌﻨﺎ  SFPﺰﺍﻥ ﺑﻘﺎﺀ ﺑﺮﺍﺳﺎﺱـﻴﻣ
  .ﺪﻩ ﺍﺳﺖﻳﮔﺮﺩ ﻲﺮﻣﻬﺎﺟﻢ ﺑﺮﺭﺳﻴﻣﻬﺎﺟﻢ ﻭ ﻏ ﻱﻤﺎﺭﻴﻤﺎﺭﺍﻥ ﺑﺎ ﺑﻴﻦ ﺩﻭ ﮔﺮﻭﻩ ﺍﺯ ﺑﻴﺗﻔﺎﻭﺕ ﺑ
 ﻲﺎﺳﺘﻨﻴ، ﻣ%(۹۳/۶)ﻧﻔﺲ  ﻲ، ﺗﻨﮕ%(۳۴/۴)ﺳﺮﻓﻪ  ﺷﺎﻣﻞ ﻲﻨﻴﻦ ﻋﻼﺋﻢ ﺑﺎﻟﻳﻌﺘﺮﻳﺷﺎ. ﺑﻮﺩﻧﺪ( ﺳﺎﻝ ۵۷ -  ۷۱)ﺳﺎﻝ  ۳۴ﻧﻔﺮ ﺯﻥ ﺑﺎ ﻣﺘﻮﺳﻂ ﺳﻦ  ۱۲ﻧﻔﺮ ﻣﺮﺩ ﻭ  ۲۳ :ﻫﺎ ﻳﺎﻓﺘﻪ
  .ﺑﻮﺩﻧﺪ ﻲﻮﺭﻫﺎ ﺩﺭ ﻣﺮﺍﺣﻞ ﺗﻬﺎﺟﻤـﺸﺘﺮ ﺗﻮﻣﻴﺑ  ﺩﻫﺪ ﻲﺞ ﻧﺸﺎﻥ ﻣﻳﺎـﻧﺘ .ﺑﻮﺩ%( ۷۱)ﻨﻪ ﻴﺳ ﻱﻮـﻭ ﺩﺭﺩ ﺟﻠ%( ۸۱/۹)ﺶ ﻭﺯﻥ ـ، ﮐﺎﻫ%(۰۲/۸)
%. ۷/۵ﺗﻨﻬﺎ  ﻲﺩﺭﻣﺎﻧ ﻲﻤﻴ، ﺷ %۶۶/۸ﺩﺭ  ﻲﻮﺗﺮﺍﭘﻳﻭ ﺭﺍﺩ ﻲﺩﺭﻣﺎﻧ ﻲﻤﻴﺍﺯ ﺷ ﻲﺒﻴﻭ ﺗﺮﮐ ﻲ، ﺟﺮﺍﺣ%۰۲/۸ﺗﻨﻬﺎ ﺩﺭ  ﻲﺟﺮﺍﺣ: ﺻﻮﺭﺕ ﮔﺮﻓﺘﻪ ﻋﺒﺎﺭﺕ ﺑﻮﺩﻧﺪ ﺍﺯ ﻱﻫﺎ ﺩﺭﻣﺎﻥ
 ﻱﺩﺍﺭ ﻲﺗﻔﺎﻭﺕ ﻣﻌﻨ ﻱﺮﻴﮕﻴﺴﻪ ﺷﺪﻧﺪ ﮐﻪ ﺩﺭ ﺯﻣﺎﻥ ﭘﻳﺰ ﺑﺎ ﻫﻢ ﻣﻘﺎﻴﻬﺎﺟﻢ ﻧﺮﻣﻴﻣﻬﺎﺟﻢ ﻭ ﻏ ﻱﻤﺎﺭﻴﻦ ﺩﻭ ﮔﺮﻭﻩ ﺑﺎ ﺑﻴﺑ SFPﺰﺍﻥ ﻴﻣ. ﺳﺎﻝ ﺑﻮﺩ ۵/۵۷+  ۲/۵۴ : ﻣﻌﺎﺩﻝ SFPﺰﺍﻥ ﻴﻣ
  =P( ۰/۶۱۶)ﻧﺪﺍﺷﺘﻪ ﺍﺳﺖ 
ﺷﻮﺩ ﮐﻪ ﺍﮔﺮ  ﻲﻤﻮﻣﺎ ﺩﺭ ﮐﺸﻮﺭ ﻣﺎ ﺍﻧﺠﺎﻡ ﻣﻴﺗ ﻱﺑﺮﺍ ﻲﻣﺨﺘﻠﻔ ﻱﻫﺎ ﺮﺍﻥ ﺍﺭﺍﺋﻪ ﻧﺸﺪﻩ ﺍﺳﺖ، ﺩﺭﻣﺎﻥﻳﻤﻮﻣﺎ ﺩﺭ ﺍﻴﺩﺭﻣﺎﻥ ﺗ ﻱﺑﺮﺍ ﻲﻣﺸﺨﺼ ﻲﭘﺮﻭﺗﻮﮐﻞ ﺩﺭﻣﺎﻧ :ﺮﻱـﮔﻴ ﻧﺘﻴﺠﻪ
ﺎﺯ ﺑﻪ ﻴﻫﺎ ﻧ ﻦ ﺩﺭﻣﺎﻥﻳﺖ ﺍﻴﺰﺍﻥ ﻣﻮﻓﻘـﻴﻣ ﻲﻮﺭ ﺑﺮﺭﺳـﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺭﺷﺪ ﮐﻨﺪ ﺗﻮﻣ. ﺷﻮﺩ ﻲﺰ ﺍﺳﺘﻔﺎﺩﻩ ﻣﻴﻧ ﻲﺮ ﺟﺮﺍﺣﻴﻣﺨﺘﻠﻒ ﻏ ﻱﻫﺎ ﺍﺯ ﺭﻭﺵ ﻲﺍﺳﺖ ﻭﻟ ﻲﭼﻪ ﺍﺳﺎﺱ ﮐﺎﺭ ﺟﺮﺍﺣ
  .ﻤﺎﺭﺍﻥ ﺩﺍﺭﺩﻴﻣﺪﺕ ﺩﺭ ﺑ ﻲﻃﻮﻻﻧ ﻱﺮﻴﮕﻴﭘ
  
 
  ... ﻤﺎﺭ ﻣﺒﺘﻼ ﺑﻪﻴﺑ ۳۵ﺑﺮﺭﺳﯽ ـ  ﮔﻞ ﺑﻬﺎﺭ ﻋﺒﺎﺳﯽ ﺩﺯﻓﻮﻟﯽﺩﻛﺘﺮ 
وﻟـﻲ  ،ﻋﻠﻴﺮﻏﻢ اﻳﻦ ﻛﻪ ﺗﻴﻤﻮﻣﺎ ﺟﺰء ﺗﻮﻣﻮرﻫﺎي ﺷﺎﻳﻊ ﻧﻴﺴـﺖ 
 2و1.ﺗﺮﻳﻦ ﻧﺌﻮﭘﻼﺳﻢ درﮔﻴﺮﻛﻨﻨـﺪه ﺗﻴﻤـﻮس اﺳـﺖ  اﻳﻦ ﺗﻮﻣﻮر ﺷﺎﻳﻊ
ﺑﺎﺷـﺪ و ﻫﺎي اﭘﻲ ﺗﻠﻴﺎل ﺗﻴﻤﻮس ﻣـﻲ  لﻣﻨﺸﺎء اﻳﻦ ﺑﺪﺧﻴﻤﻲ از ﺳﻠﻮ
ﺳـﻴﺮ  4و3.ﺳﺎﻟﮕﻲ دﻳﺪه ﺷﺪه اﺳـﺖ  09ﻣﺎﻫﮕﻲ ﺗﺎ  8در ﻫﺮ ﺳﻨﻲ از 
ﺎﺟﻢ ﺗﺎ ﻳـﻚ ﺑﻴﻤـﺎري ـﺧﻴﻢ ﻏﻴﺮﻣﻬ ﻮشـﻮر ﺧـﻣﺑﻴﻤﺎري از ﻳﻚ ﺗﻮ
ﻮﻣﺎ ﺑـﻪ ـﻲ ﺗﻴﻤ  ــآﮔﻬ  ـ ﭘﻴﺶ. ﺮ اﺳﺖـارﺗﺸﺎﺣﻲ ﻣﺘﺎﺳﺘﺎﺗﻴﻚ ﻣﺘﻐﻴ
ﺑﻴﻤ ــﺎري، اﻟﮕ ــﻮي  ﺑﻨ ــﺪي ﻃﺒﻘ ــﻪوﺳ ــﻴﻠﻪ ﻋ ــﻮاﻣﻠﻲ ﻣﺎﻧﻨ ــﺪ 
رﺳـﺪ  ﺑﻨﻈﺮ ﻣﻲ 5.ﮔﺮدد ﻫﻴﺴﺘﻮﭘﺎﺗﻮﻟﻮژﻳﻚ و ﻗﻄﺮ ﺗﻮﻣﻮر ﺗﻌﻴﻴﻦ ﻣﻲ
. ﺑﻴﻤﺎري اﺳﺖﺑﻨﺪي  ﻃﺒﻘﻪآﮔﻬﻲ دﻫﻨﺪه  ﺗﺮﻳﻦ ﻓﺎﻛﺘﻮر ﭘﻴﺶ ﻛﻪ ﻣﻬﻢ
ﻳﻚ . رود ﺑﻜﺎر ﻣﻲ 6akoasaM ﺑﻨﺪي ﻃﺒﻘﻪ ت روشدر اﻛﺜﺮ ﻣﻄﺎﻟﻌﺎ
وﺳﻴﻠﻪ ﺳﺎزﻣﺎن ﺑﻬﺪاﺷـﺖ ﻪ ﺑﻨﺪي ﻫﻴﺴﺘﻮﻟﻮژﻳﻚ ﻧﻴﺰ ﺑ ﻧﻮع ﺗﻘﺴﻴﻢ
 ،ﺷـﻮد  ﻛﻪ ﮔﺮ ﭼﻪ در ﮔﺰارﺷﺎت ﻣﻨﻈﻮر ﻣﻲ 7ﺟﻬﺎﻧﻲ اراﺋﻪ ﺷﺪه اﺳﺖ
 C-epyTﺑﻨﺪي ﺑﺠﺰ در ﻣﻮرد  رﺳﺪ ﻛﻪ در اﻳﻦ ﺗﻘﺴﻴﻢ وﻟﻲ ﺑﻨﻈﺮ ﻣﻲ
ارزش ﻣﻴﺰان ﺑﻘﺎء ﻛﻤﺘﺮي در ارﺗﺒﺎط اﺳﺖ در ﻣـﻮارد دﻳﮕـﺮ  ﻛﻪ ﺑﺎ
  9و8.آﮔﻬﻲ ﺗﻴﻤﻮﻣﺎ ﻣﻮرد ﺑﺤﺚ و ﺗﺮدﻳﺪ اﺳﺖ ﻣﺸﺨﺺ آن در ﭘﻴﺶ
ﺗـﺮﻳﻦ ﺑﺨـﺶ درﻣـﺎن ﺗـﻼش ﺑـﺮاي  ﻢـدر ﺣﺎل ﺣﺎﺿـﺮ ﻣﻬ  ـ
ﺰان رزﻛﺴﻴﻮن ﺟﺮاﺣﻲ ﺑﺴـﺘﮕﻲ ـﻣﻴ. رزﻛﺴﻴﻮن ﻛﺎﻣﻞ ﺗﻮﻣﻮر اﺳﺖ
. ﻫـﺎي اﻃـﺮاف دارد  ﺑﻪ ﻣﻴﺰان ﺗﻬﺎﺟﻢ ﻳﺎ ﭼﺴﺒﻨﺪﮔﻲ ﺗﻮﻣﻮر ﺑﻪ ﺑﺎﻓﺖ
ن ﻛﺎﻣـﻞ ﻗﺎﺑﻞ ذﻛﺮ اﺳﺖ ﻛﻪ ﻣﻴﺰان ﺑﻘﺎء ﻛﺎﻣﻼً واﺑﺴﺘﻪ ﺑﻪ رزﻛﺴـﻴﻮ 
رزﻛﺴﻴﻮن ﺗﻮﻣﻮرﻫﺎي ﻋﻮد ﺷﺪه و ﻧﻴﺰ رزﻛﺴـﻴﻮن  11و01.ﺗﻮﻣﻮر اﺳﺖ
ﺛﺮ ﺆﻫﺎي ﺟﺮاﺣـﻲ ﻣ  ـ ﻣﺘﺎﺳﺘﺎزﻫﺎي داﺧﻞ ﻗﻔﺴﻪ ﺳﻴﻨﻪ ﻧﻴﺰ از درﻣﺎن
 akoasaM ﺑﻨـﺪي ﻃﺒﻘـﻪ  ﻣﻴﺰان ﺑﻘﺎء ﺑﺮاﺳﺎس. در اﻳﻦ ﺗﻮﻣﻮر اﺳﺖ
، 3و ﺑـﺮاي ﻃﺒﻘـﻪ  %59-68 ،2و ﺑﺮاي ﻃﺒﻘـﻪ  %001 ،1ﻃﺒﻘﻪ ﺑﺮاي
  41-21.ﺑﺎﺷﺪ ﻣﻲ% 05-11، 4و ﺑﺮاي ﻃﺒﻘﻪ  %96-65
ﻣﻌﻤـﻮﻻً ﺑـﺎ  4و  3ﻃﺒﻘﺎت ﺗﻮﻣﻮرﻫﺎي ﺑﺎ ﺗﻬﺎﺟﻢ ﻣﻮﺿﻌﻲ ﺷﺎﻣﻞ 
ﻫﺎي ﺟﺮاﺣﻲ، ﻛﻤـﻮﺗﺮاﭘﻲ و رادﻳـﻮﺗﺮاﭘﻲ درﻣـﺎن  ﺗﺮﻛﻴﺒﻲ از روش
 ﻣﺘﻜـﻲ ﺑـﺮ ﭘﻼﺗﻴﻨﻴـﻮم  ﻫﺎي ﻛﻤﻮﺗﺮاﭘﻲ ﻣﻌﻤﻮﻻً ﮔﺮدﻧﺪ ﻛﻪ رژﻳﻢ ﻣﻲ
ﻮارد ﻋﻮد ﺗﻮﻣﻮر ـﻛﻤﻮﺗﺮاﭘﻲ ﻫﻤﭽﻨﻴﻦ در ﻣ 51.ﻫﺴﺘﻨﺪ muinitalP
ﻫـﺎي  ﺪرمـﻤـﺎران ﺑ ـﺎ ﺳﻨـﻦ در ﺑﻴـاوﻟﻴـﻪ ﻣﺘﺎﺳـﺘﺎز و ﻫﻤﭽﻨﻴـ
ﺗـﺮﻳﻦ آﻧﻬـﺎ ﻣﻴﺎﺳـﺘﻨﻲ  ﻮﻣﺎ ﺷﺎﻳﻊـدر ﻣﻮرد ﺗﻴﻤ)ﭘﺎراﻧﺌﻮﭘﻼﺳﺘﻴﻚ 
  71و61.ﺷﻮد ، اﺳﺘﻔﺎده ﻣﻲ(ﮔﺮاوﻳﺲ اﺳﺖ
در ﻣﺮاﺣﻞ ﺑـﺎﻟﻴﻨﻲ ﻣﺨﺘﻠـﻒ  ﺗﻴﻤﻮﻣﺎ ﭘﺮﺗﻮ درﻣﺎﻧﻲ ﺑﺮاي درﻣﺎن
ﻧﮕﺮ ﭼﻨﺪ ﻣﺮﻛﺰي  رﺳﺪ ﻛﻪ ﻣﻄﺎﻟﻌﺎت آﻳﻨﺪه ﺑﻜﺎر رﻓﺘﻪ وﻟﻲ ﺑﻪ ﻧﻈﺮ ﻣﻲ
ﻧﻲ در درﻣـﺎن ﺗﻴﻤﻮﻣـﺎ ﺑﻴﺸﺘﺮي ﺑﺮاي ﺗﻌﻴﻴﻦ ﻧﻘﺶ واﻗﻌﻲ ﭘﺮﺗﻮدرﻣﺎ
و ﺑﺎ  2ﻃﺒﻘﻪ  رﺳﺪ ﻛﻪ ﺑﻴﻤﺎران ﺑﺎ در ﺣﺎل ﺣﺎﺿﺮ ﺑﻨﻈﺮ ﻣﻲ. ﻻزم اﺳﺖ
ﺑﻴﺸﺘﺮﻳﻦ ﺑﻬﺮه ﺗﻮﻣﻮرﻫﺎي ﻛﻮرﺗﻴﻜﺎل ﺑﺎ ﺗﻬﺎﺟﻢ ﻣﺤﺪود ﺑﻪ ﭘﺮﻳﻜﺎرد 
 ﻃﺒﻘﺎتﻫﻤﭽﻨﻴﻦ رادﻳﻮﺗﺮاﭘﻲ در ﻣﻮارد ﺑﺎ . ﺑﺮﻧﺪ را از رادﻳﻮﺗﺮاﭘﻲ ﻣﻲ
 ﺳـﺎﻟﻪ از  5ﻣﻨﺠﺮ ﺑﻪ اﻓﺰاﻳﺶ ﺑﻘﺎء ﺑﺼـﻮرت ﺑﻘـﺎء  (3 و 4 A)ﺑﺎﻻﺗﺮ 
 4 A ﻃﺒﻘﻪ در %(05-52) ﺳﺎﻟﻪ 5و ﻧﻴﺰ ﺑﻘﺎء  3ﻃﺒﻘﻪ در  %(07-05)
ﻫـﺎي ﺻـﻮرت  ﺑﻪ ﻋﻠﺖ ﺳﻴﺮ ﺑﺎﻟﻴﻨﻲ و ﺗﻨﻮع در درﻣﺎن 71.ﺷﺪه اﺳﺖ
ﮔﺮﻓﺘﻪ و ﻫﻤﭽﻨﻴﻦ ﻧﺎدر ﺑﻮدن ﺗﻮﻣﻮر، ﻣﻌﻤﻮﻻً ﺑﺮرﺳﻲ ﻧﺘﺎﻳﺞ درﻣﺎﻧﻲ 
در اﻳﻦ ﻣﻄﺎﻟﻌـﻪ ﺑـﺎ . ﺑﻪ ﻛﺎر رﻓﺘﻪ در ﻣﻮرد اﻳﻦ ﺗﻮﻣﻮر ﻣﺸﻜﻞ اﺳﺖ
داﻧﺸﻮري ﻳﻚ ﻣﺮﻛﺰ ارﺟﺎع ﺑﺮاي  ﺗﻮﺟﻪ ﺑﻪ اﻳﻨﻜﻪ ﺑﻴﻤﺎرﺳﺘﺎن ﻣﺴﻴﺢ
ﺗﻮاﻧﺪ ﻳـﻚ ﺑـﺮآورد ﻧﺴـﺒﻲ از ﺷـﻴﻮع  ﺑﻴﻤﺎران ﺗﻴﻤﻮﻣﺎ اﺳﺖ و ﻣﻲ
ﺑﻴﻤﺎري، اﻟﮕﻮي ﻛﻠـﻲ ﺗﻈـﺎﻫﺮات ﺑـﺎﻟﻴﻨﻲ و رﻓﺘـﺎر ﺑـﺎﻟﻴﻨﻲ و ﻧﻴـﺰ 
ﻫﺎي ﺻﻮرت ﮔﺮﻓﺘﻪ ﺑﺮاي ﺗﻴﻤﻮﻣﺎ در اﻳﺮان را ﺑـﻪ ﻣـﺎ ﺑﺪﻫـﺪ،  درﻣﺎن
ﻫـﺎي ﺧﺼﻮﺻﻴﺎت دﻣﻮﮔﺮاﻓﻴﻚ و ﺑﺎﻟﻴﻨﻲ ﺑﻴﻤـﺎري و ﺷـﻴﻮع ﺗﻴـﭗ 
ﺑﻨﺪي ﺳﺎزﻣﺎن ﺑﻬﺪاﺷﺖ  ﺗﻴﻤﻮﻣﺎ ﺑﺮاﺳﺎس ﻃﺒﻘﻪ ﻣﺨﺘﻠﻒ ﭘﺎﺗﻮﻟﻮژﻳﻚ
در اﻳﺮان و ﻧﻴﺰ ﻣﻴﺰان ﺑﻘـﺎء ﺑﻴﻤـﺎران در ﻓﺎﺻـﻠﻪ  (OHW) ﺟﻬﺎﻧﻲ
  .ﺗﻮﺻﻴﻒ ﮔﺮدﻳﺪ 6731-68ﻫﺎي  زﻣﺎﻧﻲ ﺳﺎل
  ﻫﺎ ﻮاد و روشـﻣ
. ﮔﻴـﺮد ﻧﮕـﺮ ﺻـﻮرت ﻣـﻲ  در اﻳﻦ ﻣﻄﺎﻟﻌﻪ ﻛﻪ ﺑﺼﻮرت ﮔﺬﺷﺘﻪ
ﻫـﺎي ﭘﺮوﻧﺪه ﺑﻴﻤﺎراﻧﻲ ﻛﻪ ﺑﺎ ﺗﺸـﺨﻴﺺ ﺗﻴﻤﻮﻣـﺎ در ﻓﺎﺻـﻠﻪ ﺳـﺎل 
 ،اﻧـﺪ ﺑﻴﻤﺎرﺳﺘﺎن ﻣﺴﻴﺢ داﻧﺸﻮري ﺑﺴﺘﺮي ﺷـﺪه در  6731-6831
  .ﺑﺮرﺳﻲ ﮔﺮدﻳﺪ
ﻮژي ـﺎران ﺑﺮاﺳـﺎس ﭘﺎﺗﻮﻟ  ــﺗﺸﺨﻴﺺ ﺑﻴﻤﺎري در ﺗﻤـﺎم ﺑﻴﻤ  ـ
ﻮرﻫﺎ ـﻮژﻳﻚ ﺗﻮﻣ  ــﺑﻨـﺪي ﻫﻴﺴﺘﻮﻟ  ـ ﻢـﺗﻘﺴﻴ  ـ. ﺗﺄﻳﻴﺪ ﺷﺪه اﺳـﺖ 
ﺎن ﺟﻬﺎﻧﻲ ﺑﻬﺪاﺷﺖ اراﺋﻪ ﺷﺪه و از آﻧﺠﺎ ﻛـﻪ ـﺑﺮاﺳﺎس روش ﺳﺎزﻣ
ﻮاردي ﻛـﻪ در ﮔـﺰارش اول ـﺑﻨﺪي ﺟﺪﻳﺪ اﺳـﺖ، ﻣ  ـ ﻢـاﻳﻦ ﺗﻘﺴﻴ
ﻪ ﻧﺸﺪه ﺑـﻮد، ﻣﺠـﺪداً ﻻم ـﺑﻨﺪي ﺗﻮﺟ ﻢـﻮژي ﺑﻪ اﻳﻦ ﺗﻘﺴﻴـﭘﺎﺗﻮﻟ
 .ﺑﻨـﺪي ﮔﺮدﻳـﺪ  ﻢـﻮژﻳﺴﺖ ﺑﺮرﺳـﻲ و ﺗﻘﺴﻴ  ــآﻧﻬﺎ ﺗﻮﺳﻂ ﭘﺎﺗﻮﻟ  ـ
 ﺑﻨـﺪي ﻃﺒﻘـﻪ ﺎران ﺑﺮاﺳـﺎسـﻮرﻫﺎ در ﺑﻴﻤــﺗﻮﻣـﺑﻨـﺪي  ﻃﺒﻘـﻪ
ﻞ ـﺮاﻓﻴﻚ ﺷﺎﻣ  ــﻮﺻﻴﺎت دﻣﻮﮔ  ــﺧﺼ. ﺻﻮرت ﮔﺮﻓﺖ akoasaM
ﺮاﻫﻲ ﺑـﺎ ـﻫـﺎي ﺑـﺎﻟﻴﻨﻲ و ﻫﻤـ ﺎﻧﻪـﺳـﻦ، ﺟـﻨﺲ، ﻋﻼﺋـﻢ و ﻧﺸـ
ﺮاوﻳﺲ و ـﻞ ﻣﻴﺎﺳـﺘﻨﻲ ﮔــﺌﻮﭘﻼﺳـﺘﻴﻚ ﻣﺜ  ـﻫـﺎي ﭘﺎراﻧﺳـﻨﺪرم 
ﻮﺗﺮاﭘﻲ و ـﺮاﺣﻲ، ﻛﻤ  ــﺮﻓﺘﻪ اﻋـﻢ از ﺟ  ــﻫﺎي ﺻـﻮرت ﮔ  ـ درﻣﺎن
  .ﺮ ﮔﺮدﻳﺪـﺮاﭘﻲ ذﻛـرادﻳﻮﺗ
ﻣﻴـﺰان . ﺗﺤﻠﻴﻞ ﺑﻘﺎء ﺑﺮاﺳﺎس ﻣﻨﺤﻨﻲ ﻛﺎﭘﻼن ﻣﺎﻳﺮ رﺳﻢ ﺷـﺪ 
ﺑﻪ ﻣﻌﻨـﺎي  ])SFP( lavivruS eerF noissergorP[ ﺑﺮاﺳﺎسﺑﻘﺎء 
ري ﻳﺎ ﻣـﺮگ ﻓﺎﺻﻠﻪ زﻣﺎﻧﻲ ﺑﻴﻦ ﺗﺸﺨﻴﺺ ﺑﻴﻤﺎري ﺗﺎ زﻣﺎن ﻋﻮد ﺑﻴﻤﺎ
ﺎوت ـوﺟـﻮد ﺗﻔ  ـ knaR-goLﺮﻳﻒ ﺷﺪه اﺳﺖ و ﺗﻮﺳﻂ ﺗﺴﺖ ـﺗﻌ
ﺑﻴﻦ دو ﮔﺮوه از ﺑﻴﻤﺎران ﺑﺎ ﺑﻴﻤﺎري ﻣﻬﺎﺟﻢ و ﻏﻴﺮﻣﻬـﺎﺟﻢ ﺑﺮرﺳـﻲ 
  .ﮔﺮدﻳﺪه اﺳﺖ
  
  ﻫﺎ ﻳﺎﻓﺘﻪ
  ۰۹۳۱، ﺳﺎﻝ ۲، ﺷﻤﺎﺭﻩ ۹۱ﻧﺸﺮﻳﻪ ﺟﺮﺍﺣﻲ ﺍﻳﺮﺍﻥ، ﺩﻭﺭﻩ 
ﺑﻴﻤﺎر ﺑﺎ ﺗﺸﺨﻴﺺ ﻗﻄﻌﻲ ﺗﻴﻤﻮﻣﺎ، ﻧﺴﺒﺖ ﻣـﺮد ﺑـﻪ زن  35در 
 ﻣﻴـﺎﻧﮕﻴﻦ %(. 93/6)ﻧﻔـﺮ زن  12و%( 06/3)ﻧﻔﺮ ﻣﺮد  23) ﺑﻮد 1/52
ﺳﺎل و ﺑﺰرﮔﺘﺮﻳﻦ  71ﺎل ﺑﻮد ﻛﻪ ﻛﻮﭼﻜﺘﺮﻳﻦ ﻓﺮد ﺳ 34ﺳﻨﻲ اﻓﺮاد 
  .ﺳﺎل ﺳﻦ داﺷﺖ 57آﻧﻬﺎ 
ﺷﻴﻮع ﻋﻼﺋـﻢ (. 34/4)%ﺷﺎﻳﻌﺘﺮﻳﻦ ﻋﻼﻣﺖ ﺑﺎﻟﻴﻨﻲ ﺳﺮﻓﻪ ﺑﻮد 
، ﻣﻴﺎﺳـﺘﻨﻲ (93/6)% ﺗﻨﮕـﻲ ﻧﻔـﺲ : ﺑﺎﻟﻴﻨﻲ دﻳﮕﺮ ﺑﻘﺮار زﻳﺮ ﺑـﻮد 
ﻣﻴـﺰان . 71%و درد ﺟﻠﻮي ﺳﻴﻨﻪ ( 81/9)%، ﻛﺎﻫﺶ وزن (02/8)%
ﺑـﻪ  OHW ﻨـﺪي ﺑﺑﺮاﺳـﺎس رده ﻫﺎي ﻣﺨﺘﻠﻒ  ﺷﻴﻮع ﻫﻴﺴﺘﻮﻟﻮژي
  :ﺗﺮﺗﻴﺐ ﺑﻪ ﻗﺮار زﻳﺮ ﺑﻮد
 OHW ﺪيــﺑﻨ رده ﺮـﻈـﻮر از ﻧـﻮﻣـﻮاع ﺗـﺮﻳﻦ اﻧـﺎﻳﻌﺘـﺷ
، %(22/9)C  ،%(92/2) 1B ،%(81/8) BA ،%(21/5) A از ﻧــﻮع
ﻧﻔﺮ از اﻓﺮاد ﻻم ﻗﺎﺑﻞ  5در %(. 2/1) DN، %(2/1) 3B، %(21/5) 2B
  .ﺑﺮرﺳﻲ وﺟﻮد ﻧﺪاﺷﺖ
راي ﺗﻬـﺎﺟﻢ در اﻛﺜﺮﻳﺖ ﺑﻴﻤﺎران ﺗﻮﻣﻮر در زﻣﺎن ﺗﺸـﺨﻴﺺ دا 
درﺻﺪ در زﻣـﺎن  42/5 akoasaMﻣﻮﺿﻌﻲ ﺑﻮده ﺑﻄﻮرﻳﻜﻪ از ﻧﻈﺮ 
درﺻـﺪ در  31/2، 2 Aﻃﺒﻘﻪ درﺻﺪ در  5/7، 1ﻃﺒﻘﻪ در ﺗﺸﺨﻴﺺ 
 2 Aﻃﺒﻘﻪ درﺻﺪ در  81/9، 2 Aﻃﺒﻘﻪ درﺻﺪ در  62/4، 2 Bﻃﺒﻘﻪ 
ﻫـﺎي ﺻـﻮرت ﮔﺮﻓﺘـﻪ درﻣـﺎن . ﺑﻮدﻧﺪ 4 Bﻃﺒﻘﻪ درﺻﺪ در  1/9و 
ﺻﻮرت ﺟﺮاﺣـﻲ ﻪ اد و ﺑاز اﻓﺮ 02/8ﺑﺼﻮرت ﺟﺮاﺣﻲ ﺑﻪ ﺗﻨﻬﺎﻳﻲ در 
 7/5در . درﺻﺪ از اﻓﺮاد ﺑﻮد 66/8ﻫﺎ در  در ﺗﺮﻛﻴﺐ ﺑﺎ دﻳﮕﺮ درﻣﺎن
ﻫـﺎي ﺷﻴﻤﻲ درﻣﺎﻧﻲ ﻛﻪ ﻋﻤﺪﺗﺎً ﺑـﺎ اﺳـﺘﻔﺎده از رژﻳـﻢ  درﺻﺪ ﻓﻘﻂ
. درﺻﺪ ﻓﻘﻂ رادﻳﻮﺗﺮاﭘﻲ اﻧﺠﺎم ﺷﺪ 5/7ﻨﻴﻮم ﺑﻮد و در ﻴﺣﺎوي ﭘﻼﺗ
  .ﺳﺎل ﺑﻮد 2/68ﻣﺘﻮﺳﻂ ﭘﻴﮕﻴﺮي ﺑﻴﻤﺎران 
ﺸـﺨﻴﺺ ﺑﻴﻤـﺎري ﺗـﺎ ﻛﻪ ﺑﺼﻮرت ﻣﺪت زﻣﺎن از ﺗ SFPﻣﺪت 
  .(1 ﻧﻤﻮدار)ﺳﺎل ﺑﻮد  5/57+  2/54وﻗﻮع ﻋﻮد و ﻳﺎ ﻣﺮگ ﺑﻮد 
  
  ﻤﺎﺭﯼﻴﺰﺍﻥ ﺯﻧﺪﻩ ﺑﻮﺩﻥ ﺑﺪﻭﻥ ﻋﻮﺩ ﺑﻴﻣ ـ۱ ﻧﻤﻮﺩﺍﺭ
ﺑﻴﻦ دو ﮔﺮوه ﺑﺎ ﺑﻴﻤﺎري ﻣﻬﺎﺟﻢ و ﻏﻴﺮﻣﻬـﺎﺟﻢ ﺑﺮرﺳـﻲ  SFP
ﺑﻨـﺪي  ﻃﺒﻘـﻪاز ﺳﻴﺴـﺘﻢ  4، 3ﮔـﺮوه ﻣﻬـﺎﺟﻢ اﻧـﻮاع )ﮔﺮدﻳـﺪ 
  (.2)ﻣﻨﺤﻨﻲ  ()akoasaM
  
  ﺮ ﻣﻬﺎﺟﻢﻴﻦ ﺩﻭ ﮔﺮﻭﻩ ﻣﻬﺎﺟﻢ ﻭ ﻏﻴﺑ SFPﺴﻪ ﻳﻣﻘﺎ -۲ ﻧﻤﻮﺩﺍﺭ
روز ﺑـﻮد و در ﮔـﺮوه  4812در ﮔﺮوه ﻣﻬـﺎﺟﻢ  SFPﻣﻴﺎﻧﮕﻴﻦ 
داري ﺑـﻴﻦ دو ﮔـﺮوه از  روز ﺑﻮد ﻛﻪ ﺗﻔﺎوت ﻣﻌﻨﻲ 1012ﻏﻴﺮﻣﻬﺎﺟﻢ 
  .)616.0=P(ﻟﺤﺎظ آﻣﺎري ﻳﺎﻓﺖ ﻧﺸﺪ 
  ﮔﻴـﺮي و ﻧﺘﻴﺠﻪ ﺑﺤﺚ
روش ﻣﻨﺎﺳﺐ درﻣﺎﻧﻲ ﺗﻮﻣﻮرﻫﺎي ﺗﻴﻤﻮﻣـﺎ ﺑـﻪ ﻋﻠـﺖ ﻧﺎﺷـﺎﻳﻊ 
ﻋﻠﺖ ﺳـﻴﺮ ﺑـﺎﻟﻨﻲ ﻛﻨـﺪ و ﺗـﺎ ﺣـﺪي ﺑﻮدن اﻳﻦ ﺗﻮﻣﻮرﻫﺎ و ﻧﻴﺰ ﺑﻪ 
. ﻧﺎﻣﺸﺨﺺ آﻧﻬﺎ، ﻫﻤﻴﺸﻪ ﻣﻮرد ﺑﺤﺚ و اﺧﺘﻼف ﻧﻈـﺮ ﺑـﻮده اﺳـﺖ 
ﺑﻴﺸﺘﺮ ﮔﺰارﺷﺎت ﻋﻠﻤﻲ ﭼﺎپ ﺷﺪه در اﻳﻦ زﻣﻴﻨﻪ ﻧﻴﺰ ﻣﻨﺤﺼـﺮ ﺑـﻪ 
ﻛـﻪ روي ﺗﻌـﺪاد  81ﻣﻄﺎﻟﻌﺎت و ﮔﺰارﺷﺎت رﺗﺮوﺳﭙﻜﺘﻴﻮ ﺑﻮده اﺳـﺖ 
اﻳـﻦ ﻣﻘﺎﻟـﻪ ﻧﻴـﺰ . ﺳﺴﻪ ﺻﻮرت ﮔﺮﻓﺘﻪ اﺳﺖﺆﻛﻤﻲ ﺑﻴﻤﺎر در ﻳﻚ ﻣ
اي از ﺑﻴﻤﺎران اﺳﺖ ﻛـﻪ در ﻳـﻚ  ﻣﺠﻤﻮﻋﻪﮔﺰارش رﺗﺮوﺳﭙﻜﺘﻴﻮ از 
از ﻧﻜـﺎت . اﻧـﺪ ﺮار ﮔﺮﻓﺘـﻪ ـﺮوژﻧﻲ ﻗ  ــﻫﺎي ﻫﺘ ﺮﻛﺰ ﺗﺤﺖ درﻣﺎنـﻣ
ﺮﻛﺰ در ـﺎران در ﻳـﻚ ﻣ  ــﻣﺜﺒﺖ اﻳﻦ ﻣﻄﺎﻟﻌﻪ آﻧﺴﺖ ﻛﻪ ﻫﻤﻪ ﺑﻴﻤ  ـ
ﺪاول در ـﻫﺎي ﻣﺘ ﻫﺎي درﻣﺎﻧﻲ ﻧﻴﺰ روش اﻳﺮان درﻣﺎن ﺷﺪه و روش
. ﺷـﻮد  ﺎم ﻣﻲـﺮاﻛﺰ دﻳﮕﺮ اﻧﺠـوﺳﻴﻠﻪ ﺧﻴﻠﻲ از ﻣﻪ اﻳﺮان اﺳﺖ ﻛﻪ ﺑ
ﺖ ﺗﻮﻣﻮرﻫـﺎ را ـﺮاﻓﻲ ﺑﻴﻤﺎران و وﺿﻌﻴـﻨﻴﻦ اﻳﻦ ﻣﻄﺎﻟﻌﻪ دﻣﻮﮔﻫﻤﭽ
ﻮﻗﻊ ﻣﺮاﺟﻌـﻪ و ﻧﺘـﺎﻳﺞ درﻣـﺎﻧﻲ ﻧﺸـﺎن ـدر ﻣ  ـﺑﻨﺪي  ﻃﺒﻘﻪاز ﻧﻈﺮ 
درﻣـﺎن . ﺷـﻮد ﻫﻤﺎﻧﻄﻮر ﻛﻪ از ﻣﺘﻦ ﻣﻘﺎﻟﻪ ﻣﺸـﺨﺺ ﻣـﻲ . دﻫﺪ ﻣﻲ
ﺟﺮاﺣﻲ در اﻏﻠﺐ ﺑﻴﻤﺎرن ﺑﻪ ﻋﻨﻮان اوﻟﻴﻦ اﻧﺘﺨﺎب درﻣﺎﻧﻲ و ﮔﺎﻫﻲ 
  . ﺗﻨﻬﺎ درﻣﺎن ﺑﻮده اﺳﺖ
  ... ﻤﺎﺭ ﻣﺒﺘﻼ ﺑﻪﻴﺑ ۳۵ﺑﺮﺭﺳﯽ ـ  ﮔﻞ ﺑﻬﺎﺭ ﻋﺒﺎﺳﯽ ﺩﺯﻓﻮﻟﯽﺩﻛﺘﺮ 
ﻮاﻣﻞ ﻣﻬـﻢ ـﺷـﺪه اﺳـﺖ ﻛـﻪ ﻋـﻪ ﺳـﻌﻲ ـدر اﻳـﻦ ﻣﻄﺎﻟﻌـ
. ﺺ ﺷـﻮد ـﺎﻳﻲ درﻣـﺎن ﻣﺸﺨ  ــﺠﻪ ﻧﻬـدر ﻧﺘﻴ  آﮔﻬﻲ دﻫﻨﺪه ﭘﻴﺶ
 ﺑﻴﻤـﺎري ﺑﺮاﺳـﺎس ﻃﺒﻘﻪ آﮔﻬﻲ در ﻣﻄﺎﻟﻌﻪ ﻣﺎ  ﻣﻬﻤﺘﺮﻳﻦ ﻋﺎﻣﻞ ﭘﻴﺶ
 OHW ﺑﻨـﺪي  رده ﺑﻮده اﺳﺖ و ﺑـﺮﻋﻜﺲ  akoasaM ﺑﻨﺪي ﻃﺒﻘﻪ
اﻳـﻦ ﻧﺘـﺎﻳﺞ ﺑﻮﺳـﻴﻠﻪ . ﺗﺄﺛﻴﺮ ﺑﺎرزي در ﻧﺘﻴﺠﻪ درﻣﺎن ﻧﺪاﺷﺘﻪ اﺳﺖ
 ﺑﻨـﺪي  رده اﮔﺮ ﭼﻪ در ﻣﻮرد. ﺷﺪ اﺳﺖﻣﻄﺎﻟﻌﺎت ﻣﺸﺎﺑﻪ دﻳﮕﺮ ﺗﺄﻳﻴﺪ 
 ﻧـﻮع  ﺑﺨﺼﻮص. ﮔﺰارﺷﺎت ﻣﺨﺎﻟﻔﻲ ﻧﻴﺰ وﺟﻮد داﺷﺘﻪ اﺳﺖ OHW
در ﺑﻌﻀﻲ ﻣﻄﺎﻟﻌﺎت ﺗﺄﺛﻴﺮ ﻣﻬﻤﻲ در ﭘﺮوﮔﻨﻮز ﺑﻄـﻮر ﻣﺴـﺘﻘﻞ از  C
داﺷـﺘﻪ اﺳـﺖ و ﺑـﻪ ﻫﻤـﻴﻦ دﻟﻴـﻞ در ﺑـﺎزﻧﮕﺮي ﺑﻨـﺪي  ﻃﺒﻘـﻪ
ﺑـﻪ  Cﻧﻮع  9،ﺻﻮرت ﮔﺮﻓﺖ 4002ﻛﻪ در ﺳﺎل  OHWﺑﻨﺪي  ﺗﻘﺴﻴﻢ
ﺒﺮده ﺷﺪ و از ﺳﺎﻳﺮ ﺗﻴﻤﻮﻣﺎﻫـﺎ ﺟـﺪا ﻋﻨﻮان ﻛﺎرﺳﻴﻨﻮم ﺗﻴﻤﻮس ﻧﺎﻣ
. ﻫﺎي ﻣﻄﺎﻟﻌﻪ ﻣﺎ ﺗﻌـﺪاد ﻛـﻢ ﺑﻴﻤـﺎران اﺳـﺖ  ﻳﻜﻲ از ﺿﻌﻒ. ﮔﺮدﻳﺪ
ﺿﻌﻒ دﻳﮕﺮ آن ﻧﺪاﺷﺘﻦ ﭘﺮوﺗﻮﻛﻞ درﻣﺎﻧﻲ ﻣﺸﺨﺺ ﺑـﺮاي درﻣـﺎن 
ﻫﺎي درﻣﺎﻧﻲ ﺑﺮاﺳﺎس ﺳﻠﻴﻘﻪ و ﺗﺠﺮﺑـﻪ  ﺗﻴﻤﻮﻣﺎ اﺳﺖ و ﺑﻴﺸﺘﺮ روش
ﻫﻤﭽﻨﻴﻦ در ﺑﻴﻤﺎران . ﺎذ ﺷﺪه اﺳﺖـﻮژﻳﺴﺖ اﺗﺨـﺟﺮاح ﻳﺎ اوﻧﻜﻮﻟ
ﻮدﻫﺎي ﻣﺪﻳﺎﺳﺘﻦ در ﺑﻴﻤـﺎران ﺑﺼـﻮرت دﻗﻴـﻖ ـﻒ ﻧﻣﺎ وﺿﻌﻴﺖ ﻟﻨ
ﻢ ﺑﻮده اﺳـﺖ، ـﺮي ﻣﺎ ﻧﻴﺰ ﻛـﻣﺪت زﻣﺎن ﭘﻴﮕﻴ. روﺷﻦ ﻧﺸﺪه اﺳﺖ
در ﮔﺮوه ﻣﻬﺎﺟﻢ و ﻏﻴﺮ ﻣﻬـﺎﺟﻢ ﻳﻜﺴـﺎن  SFPﺑﻪ اﻳﻦ دﻟﻴﻞ ﻣﻴﺰان 
اﻟﺒﺘﻪ اﻳﻦ ﻧﺘﻴﺠﻪ از اﻳﻦ ﺟﻬﺖ ﺟﺎﻟﺐ اﺳﺖ ﻛـﻪ ﻧﺸـﺎن  ،ﺷﺪه اﺳﺖ
ﻫﺎي اﻧﺠﺎم ﺷﺪه  دﻫﺪ ﺣﺘﻲ در ﻣﺮاﺣﻞ ﭘﻴﺸﺮﻓﺘﻪ ﺑﻴﻤﺎري درﻣﺎن ﻣﻲ
  .ﺛﺮ ﻫﺴﺘﻨﺪﺆﻣ
اﻳﻦ ﻣﻄﺎﻟﻌﻪ اوﻟﻴﻦ ﮔﺰارش  ،در ﻫﺮ ﺣﺎل ﺗﺎ ﺟﺎﺋﻴﻜﻪ اﻃﻼع دارﻳﻢ
از اﻳﺮان اﺳﺖ ﻛﻪ در ﻳﻚ ﻣﺮﻛﺰ اﻧﺠﺎم ﺷﺪ و ﺗﻌﺪادي از ﺑﻴﻤﺎران ﺑـﺎ 
ﺑﻨ ــﺪي  و ﺗﻘﺴ ــﻴﻢ akoasaM ﺑﻨ ــﺪي ﻃﺒﻘ ــﻪ ﻣﺸ ــﺨﺺ ﻛ ــﺮدن
ﮔـﺰارش ﺷـﺪه اﺳـﺖ و ﻣﻄﺎﻟﻌـﻪ  OHW ﺑﻨـﺪي  رده ﺴﺘﻮﻟﻮژيﻴﻫ
ان در اﻳﻦ ﻣﺮﻛـﺰ ﻮﻳﺮي ﻛﻠﻲ از ﻣﻴﺰان ﺑﻘﺎء ﺑﻴﻤﺎرـﺗﻮاﻧﺴﺘﻪ اﺳﺖ ﺗﺼ
اﮔﺮ ﭼﻪ در ﻣﻄﺎﻟﻌﻪ ﻣﺎ اﻳﻦ ﻧﻜﺘﻪ ﻗﺎﺑﻞ ﺗﻮﺟﻪ اﺳﺖ ﻛـﻪ . را اراﺋﻪ دﻫﺪ
ﺮوه ﻣﻬـﺎﺟﻢ و ﻏﻴﺮﻣﻬـﺎﺟﻢ ﺗﻔـﺎوت ـﺰان ﺑﻘﺎء ﺑﻴﻤﺎران در دو ﮔـﻣﻴ
ﻲ ﺑﺎ ﻫﻢ ﻧﺪاﺷﺘﻪ وﻟﻲ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺗﻌﺪاد ﻛﻢ ﺑﻴﻤـﺎران و ـآﻣﺎري ﻣﻬﻤ
ﺠﻪ را ﺗﻌﻤـﻴﻢ داد و ـﺗﻮان اﻳﻦ ﻧﺘﻴ ﺑﻮدن ﻣﻄﺎﻟﻌﻪ ﻧﻤﻲ ﻮـرﺗﺮﺳﭙﻜﺘﻴ
ﺮ ﺑـﺎ ﺗﻌـﺪاد ﺑﻴﺸـﺘﺮي ـﺎت ﺑﻴﺸﺘـﻮرد ﻣﻄﺎﻟﻌـدر اﻳﻦ ﻣﻻزم اﺳﺖ 
  .ﺑﻴﻤﺎر اراﺋﻪ ﺷﻮد
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Introduction & Objective: Thymoma is not a common tumor, but is one of the most common 
mediastinal neoplasms. Treatment strategies for different kinds of thymomas are controversial. In Iran few 
studies have been reported on this matter. 
Materials & Methods: Demography, clinical course, histopathology and progression free survivals 
(PFS) of 53 patients with thymoma were investigated retrospectively. Data analysis was done with Kaplan - 
Meyer method. Survival rate has been described according to PFS (survival between diagnosis and recurrence 
or death). Using log-Rank test, the difference between two groups of patients with invasive tumor and non-
invasive tumor was studied. 
Results: Patients were 32 male and 21 female with mean age of 43 years (17-75 years). The most 
common symptoms were: cough (43.4%), dyspnea (39.6%), myastnenia (20.8%), weight loss (18.9%), and 
chest pain (17%).  
Most of tumors were in advanced stages. Treatment modalities were: surgery in 20.8%, surgery and 
chemoradiation in 66.8% and chemotherapy alone in 7.5% cases PFS results were 5.75 + 2.45 years. 
PFS between patients with invasive tumor and patients with non-invasive tumor did not show meaningful 
difference (P=0.616). 
Conclusions: In Iran, no definite protocol for therapy of thymoma has been recommended. Different 
modalities are used in our country. Although the principle method of treatment is surgery, other treatment 
modalities are used as well. Considering the slow growing pattern of this tumor, evaluation of different 
treatment modalities, need a prolonged follow up. 
Key Words: Thymoma, Prognosis, Treatment 
*General Practitioner, Research Assistant, Shahid Beheshti University of Medical Sciences, Massih Daneshvari 
Hospital, Tehran, Iran 
**Associate Professor of Medical Oncology, Shahid Beheshti University of Medical Sciences, Massih Daneshvari 
Hospital, Tehran, Iran 
***Thoracic Surgeons, Shahid Beheshti University of Medical Sciences, Massih Daneshvari Hospital, Tehran, Iran 
****Statistician, Massih Daneshvari Hospital, Tehran, Iran 




1. Schnidt - Wolf IG, Rok Stroh Jk, Schuller M, Mirner 
A, et al. Malignant thymoma: current status of 
classification and multimodality treatment. Ann 
Thorac Surg; 2003; 82:69-76. 
2. Detter beck Fc, parsons Am. Thmic Tumors. Ann 
Thorac Surg 2004; 77: 1860-1869. 
3. Nakahara K, Chn K, Hashimoto J, Maedec H, et al. 
Thyoma: results with complete resection and adjuvant 
post operative irradiation in 141 consecutive patients 
J Thorac Cardiovas Surg 1988; 95:1041-1047. 
4. Lewis JE, wick MR, Scheithaver BW, Berratz PE, et 
al. Thymoma: a clinicopathologic review. Cancer 
19787; 60: 2727-2743. 
5. Venut F, Arile M, Diso D, Vitolo D, et al. Thymoma 
& Thymic carcinoma. Eur J Cardiothoracic Surgery 
2010, 37:13-25. 
6. Masaoka A, Monden Y, Nakahara K, Tanioka T: Foll
ow-up study of thymomas with special reference to 
their clinical stages. Cancer 1981; 48: 2485-2492. 
7. Rosai J, Sobin L: Histological typing of tumours of 
the thymus. In: Rosai J, Sobin L, ed. World Health 
Organization, International Histological 
Classification of Tumours, Berlin: Springer; 1999: 9-
14. 
8. Patterson G Alexander, Cooper Joel, Deslarious jean, 
Lerut Antón, Rice Thomas, Pearson's Thoracic & 
Esophageal Surgery, chapter 131, Thymoma Third 
Edition, 2008, Elseveir . 
9. Tavis WD, Brambilla E, Muller - Hermelink HK, 
Harris CC, editors. Pathology and genetics of tumors 
of the lung, pleura, thymus and heart (WHO 
classification of tumors). Lyon-France: IRAC Press; 
2004. p.145-247. 
10. Maggi G, Gasadio C, Cavallo A, Cianci R, 
Molinatti M, Ruffini E. Thymoma: results of 241 
operated cases. Ann Thorac Surg 1991; 51:152-6. 
11. Blumberg D, Port JL, Weksler B, Delgado R, Rosai 
J, Bains MS, Ginsberg RJ, Martini N, McCormak 
PM, Rusch V, Burt ME. Thymoma: a multivariate 
analysis of factors predicting survival. Ann Thorac 
Surg 1995; 60: 908-14. 
12. Masaoka A, Monden Y, Nakahara K, Tanioka T. 
Follow up study of thymoma with special reference to 
their clinical stages. Cancer 1981; 48: 2485-21. 
13. Schnieder PM, Fellbaum C, Fink U, et al. 
Prognostic importance of to morphlogic 
subclassification for epithelial thymic tumors. Ann 
Surg Oncol 1997; 4: 46-22. 
14. Kim DJ, Yang W1, Choi SS, et al. Prognostic and 
clinical relevance of the world health organization 
schema for the classification of thymic epithelial 
tumors. A clinic pathologic study of 108 patients and 
literature review. Chest 2005; 127: 755. 
15. Evans TL, Lynel TJ. Role of chemotherapy in the 
management of advanced thymic tumors. Semin 
Thorac Cardiovascular Surg 2005; 17: 41-50. 
16. Venut F, Rendina EA, Pescurmona E, De Giacona 
T, et al. Multimodality tratment of thymoma: a 
prospective study. Ann Thorac Surg 1997; 64: 1585; 
15-92. 
17. Ventu F, Rendina EA, Lonogo F, D Gia, et al. 
Long-term outcome after multimodality treatment for 
stage III Thymic Tumor. Ann Thorac Surg 2003; 76: 
1866-1872. 
18. Wright CD, Choi NC, Wain JC, Mathisen DJ, 
Lynch TJ, Fidias P. Induction chemoradiotherapy 
followed by resection for locally advanced masaoka 
stage III and IVA thymic tumors. Ann Thorac Surg 
2008; 85: 385-9. 
19. Johnson SB, Eng TY, Giaccone G, Thomas Jr CR. 
Thymoma: update for the new millennium. The 
Oncologist 2001; 6: 239-46. 
 
 
